
 
 

REMAC Advisory 2026-02 
 
Re: MANAGING EXERTIONAL HEAT STROKE 
 
Effective:  Immediately 
 
PURPOSE  
This policy outlines how EMS clinicians can effectively cool patients on scene with exertional heat stroke 
(EHS) consistent with New York State EMS Protocols.    
 
GUIDANCE 
The immediate management of a patient with exertional heart stroke (EHS), defined as one with altered 
mental status and an elevated skin temperature with a history of heat exposure or exertion, is critical to 
their clinical management.  Cooling should be initiated without delay; transport may be delayed if active 
cooling can be provided.  Fire departments may able to aid with hydrant access for active cooling on 
scene.  
 
WHOLE BODY COOLING 
If mental status is altered, cooling takes precedence over all treatments except for airway 
management and transport should be delayed until cooling is complete unless cooling can be 
continued enroute, such as ice and water in a body bag. 

Agencies may not be able to obtain core temperatures, so high suspicion for EHS and rapid 
treatment is a key to success. Perform active cooling for 15-20 minutes prior to transport if 
accurate temperature monitoring cannot be performed.  

Consider contacting a REMO physician after initiating active cooling and prior to transport. 

Whole-body cooling strategies for patients with EHS can be performed with resources commonly 
available on scene or local to the incident. Stewart’s, or similar convenience stores, are great resources for 
ice – chemical ice packs are of limited utility.   

■ Ice water immersion, defined as cold water and ice in a vessel capable of accommodating a 
supine patient immersed up to their neck to include upper and lower extremities. 

■ Cold water immersion, defined as cold water alone in a vessel capable of accommodating a 
supine patient immersed up to their neck to include upper and lower extremities. 

■ TACO (Tarp-Assisted Cold water with Oscillation) defined as the use of a tarp or Mega-
Mover® to contain water around the patient while providing water and, if available, ice, to 
immerse as much of the torso, groin, and extremities as possible while circulating the water as 
able. 



 
■ Cold water dousing, defined as free-flowing water applied to the whole body – extremities, 

torso, hands, feet, neck, and head (while maintaining the airway). Use fans as well if possible. 

■ Ice/Cold water-soaked towels, defined as the application of towels placed in ice water, 
subsequently wrung out and placed on the limbs (including feet and hands), trunk, and head and 
exchanged rapidly. Ice packs should simultaneously be placed in the groin, axilla, and neck.   

If the above cooling methods are unavailable, keeping the patients’ skin moist either directly or with 
moist sheet while fanning during transport is an effective addition to ICE packs to groin, neck and axilla 

CLINICAL MONITORING 
■ Continuous clinical monitoring of the mental status of heat emergency patients is essential: 

■ Establish dedicated monitoring of the patient by a single individual to monitor their 
mental status and clinical changes. 

■ Improvement in mental status is sufficient to discontinue active cooling using any of the 
above techniques. 

■ Shivering (or the absence thereof) should not be used as a sole indicator to discontinue 
cooling measures. 

■ Cardiac and blood pressure monitoring should be used cautiously to prevent submersion of 
equipment.  

■ EtCO2 is a valuable tool to monitor the respiratory effort for a patient being treated for EHS 
where direct visualization of their chest for respiratory rate and effort is limited. 

 
TEMPERATURE MONITORING 

■ The only reliable core temperature monitoring in the field is using a rectal thermometer inserted 
at least 13cm/6in into the rectum or an esophageal probe in an intubated patient.   

■ As the core temperature nears 102oF, crews should prepare to remove the patient from whole-
body cooling.  If whole-body cooling continues beneath 102oF, there is an increased risk of 
hypothermia. 

■ Tympanic, infrared, or sublingual thermometers are not reliable measures for heat emergency 
patients and should not be used. 

 
SPECIAL CONSIDERATIONS 

■ Sedative or neuromuscular blocker medications may reduce core temperature, so rebound 
hypothermia is another risk for heat emergency patients. 

■ If patients are already intubated or had seizure-terminating interventions, monitor vitals and 
exam findings, with preference for close temperature monitoring with rectal or esophageal 
probe. 



 
 
PLANNED EVENTS 

■ Events where physical activity and/or environmental conditions increase the likelihood of EHS 
should have a plan for on-site cooling, with preference for whole body ice-water immersion 
through the use of kiddie pools other devices, along with ready access to cold water and ice. 
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